Objectives-To gain population norms for the short form 36 health survey questionnaire (SF36) in a large community sample and to explore the questionnaire's internal consistency and validity.
Introduction
One of the most dramatic developments in health care in the past 10 years has been the increasing consensus about the importance of subjective accounts of health in monitoring medical outcomes.' 2 Traditional measures of morbidity and mortality are generally agreed to be too narrow to measure the potential benefits of health care interventions that can influence a wide number of variables such as physical mobility, emotional wellbeing, social life, and overall wellbeing.3 Researchers have developed many questionnaires which are specific for various illnesses and are intended to tap the various domains ill health can affect,'6 but the search for a generic questionnaire that is easy to administer, acceptable to patients, and short as well as being fully validated has been a venture with few successes. One of the more widely used questionnaires has been the Nottingham health profile.7" This questionnaire contains 38 items, is acceptable to patients, and requires only a few minutes to complete. It has, however, been criticised because of its inability to detect low levels of disability that are important not only clinically but also to respondents. ' A new measure has recently been introduced into this country that was developed from the Rand Corporation's health insurance experiment in the United States of America. The purposes and methods of the Rand study have been fully summarised elsewhere.'" I The new questionnaire, developed from an original lengthy battery of questions, is the short form 36 (SF 36), a questionnaire containing 36 items covering nine variables.
The purpose of the present paper is to provide population norms for the SF 36 from a large scale community sample. Community norms are important as they provide a base level of results on the questionnaire. As the designers of the SF 36 have themselves stated, the problem with scale scores is that they do not lend themselves to easy interpretation.'2 This is especially true in questionnaires such as the SF 36, in which certain items are weighted. The designers suggest, however, that when normative data sets exist these can be used for comparison purposes with other populations and samples.'2 To date only one study has provided any normative data for the SF 36 in Britain. The purpose of that study, however, was not primarily to gain normative data and hence the sample size was smaller than the one we report here.3 As well as providing normative data we also studied the internal consistency and validity of the questionnaire and outline the possible limitations of which potential users must be aware.
Methods
The SF36 is a short questionnaire with 36 items which measure eight multi-item variables: physical functioning (10 In addition to the SF36 the questionnaire booklet contained questions on whether or not the respondents had any long standing illness and also whether they had consulted a medical practitioner in the past two weeks because of problems with their health.
The questionnaire booklet was sent to 13 042 randomly selected subjects, unstratified by age or sex, aged Sample characteristics- Table I shows the response rates to the survey broken down by age and sex. The proportion of returned questionnaires was high for a postal survey. To ensure the sample was representative, however, its composition was compared with population data; the sociodemographic characteristics of the sample were shown to mirror closely the characteristics of the general population when compared with 1991 population estimates and the social class distribution in the 1981 census." Data on social class, determined by Table  VI provides normative data for both sexes broken down by social class; a significant difference (p < 0 001) was found on scores on all variables of the SF 36 between manual (classes III manual, IV, and V) and non-manual respondents (classes I, II, and III nonmanual). Significant differences for the sample as a whole (p < 0-001) were found between scores for women and men on all variables of the questionnaire. The data were broken down by those reporting long standing illness and those who reported a medical consultation in the two weeks before completing the questionnaire (table VII). In both cases significant differences were found between the groups, with those with long standing illness gaining significantly lower scores than those who did not report long standing illness (p < 0-001 on all dimensions), and those who had consulted a doctor in the preceding two weeks gaining significantly lower scores than those who had not (p < 0.00 1). These data, which support the findings of the Sheffield study,3 provide evidence for the construct validity of the questionnaire. This was further supported by correlations for items against scale scores being highest for items against the variable to which they contribute (data not reported but available on request). BMJ VOLUME 306 Discussion The results of our study provide evidence for the internal consistency of the domains of the SF36 and provide normative data, which will, we hope be useful to researchers who intend to use this new measure of health assessment. Brazier et al have suggested that the SF 36 is acceptable to patients, has high levels of internal validity, and good test-retest properties.3 The questionnaire has advantages over, for example, the sickness impact profile,'9 in that it is considerably shorter, and the Nottingham health profile,78 which has been found to be insensitive to lower levels of dysfunction and disability.39 Results from the SF36 have thus far been encouraging, but more research is required in Britain to determine its validity, reliability, and sensitivity to change-or "responsiveness" in patients with particular illnesses. At present there is little work on the last of these properties in health assessment questionnaires in general and the SF 36 in particular. This aspect, however, is increasingly seen as one of the important features of measures of health status, especially in assessments of clinical interventions.20 21 Clinicians and other users of questionnaires such as the SF36 should also consider that "off the shelf' indices that have high levels of reliability, validity, and responsiveness may not necessarily be appropriate for what they want to measure. The SF 36, for example, contains no variable on sleep, and a treatment aimed at reducing disturbance of sleep may not be appropriately judged by using the SF 36 alone. In most cases it will be necessary to use not only a generic questionnaire but also one designed to tap variables specific to the particular case under study. Furthermore, not all questionnaires are appropriate for all age groups. Brazier et al reported a lower response rate for the 
Introduction
The govemment has responded to the need for efficient provision of health care by introducing managed competition into the National Health Service.' In the internal market health authorities and fundholding practices may purchase care from competing provider units. If the reforms are to be successful, then purchasers will require valid, reliable, and sensitive measures of outcome to allow them to allocate scarce resources in the most cost effective manner. Similarly, service providers who can demonstrate the effectiveness of the care they provide in improving patient outcome will be better placed to compete for purchaser funds. Without such information health care will be purchased on the basis of cost alone, with serious consequences for its quality.
Few outcome measures currently available for routine use satisfy the criteria of validity, reliability, and sensitivity to changes in health status. For example, the Nottingham health profile has been criticised for failing to detect low levels of morbidity.2 A measure that deserves careful consideration is the short form 36 (SF 36) health survey questionnaire.34 The SF36 is a shortened version of a battery of 149 health status questions developed and tested on a population of over 22 000 patients as part of the medical outcome study,5 6 designed to help understand how specific components of the American health care system affect the outcomes of care. A key objective of the study was to develop more practical tools for monitoring patient outcomes in
